1. The importance of formation of a national registry for endophthalmitis is increasingly being recognized in India, as well. 2 The factors hampering this in our country are the presence of only a few institutes with a established protocol and the excess of private practitioners that prevent the introduction of uniformity in management and reporting. Such a registry would help in establishment of a standard of care in endophthalmitis as well as fuel research on ideal region-specific antimicrobial agents. 2. Although the role of Diabetes mellitus in the occurrence of postoperative infectious endophthalmitis (PIE) is not clear at present, its incidence ought to have been mentioned in this study. In a series from India, diabetic eyes with PIE had a significantly worse outcome than nondiabetic eyes. 3 The endophthalmitisvitrectomy study (EVS) too found a difference between diabetic and nondiabetic eyes with PIE in the form of a higher rate of culture-positivity in the former. 4 3. It is highly surprising that a virulent organism such as Pseudomonas was cultured from the anterior chamber aspirate and not the vitreous in three cases! The anterior chamber has a better ability to contain infection than the vitreous, mainly due to the phagocytic capability of the iris endothelial cells. 5 Hence, culture-positivity from an aqueous aspirate denotes overwhelming infection and the vitreous sample must test positive as well. Although the authors have quoted similar observations in another publication, the possibility of contamination from the conjunctival flora during sample collection or in the lab during sample processing must be ruled out. 4. It is indeed significant that in this series of cases from entire UK, there was not a single case of PIE due to fungi! Another study from the UK by Heaven et al, 6 too reported a nil incidence of fungal PIE. This however, is not the Indian experience, where fungi are being increasingly isolated even in cases of acute PIE. 3, 7, 8 Although it is possible that this difference could be attributed to tropical climate, factors such as differences in inclusion criteria or random variation could also play a role. Knowledge of the susceptibility of the ocular isolates in this series would also be of great interest to see for any similar geographic variation in microbial resistance.
The authors have noted that despite the EVS
providing evidence of the lack of benefit of systemic antibiotics in PIE, 65% of the patients in the series did receive them. In this context, I would like to point out that the EVS did not test the efficacy of antibiotics such as fluoroquinolones that have a good intravitreal penetration. 9 We do administer systemic antibiotics such as oral ciprofloxacin to the PIE cases at our institute. This may be expected to have a synergistic effect with the intravitreal antibiotic such as vancomycin, which would be all the more important considering that there is no assistance from the body's immune system in combating intraocular infection. 10 1. The British Ophthalmological Surveillance Unit (BOSU) is now well established in the UK to assist in the investigation of clinically important or rare eye conditions such as endophthalmitis. The BOSU-reporting scheme is dependent on voluntary reporting and therefore under-reporting of cases is a potential source of error for incidence calculations. A national registry is ideal for monitoring of postoperative endophthalmitis cases but would require the support of the vast majority of ophthalmologists in the UK or India. 2. The incidence of diabetes in the endophthalmitis cases was 10%. This figure was mentioned in our paper under the heading of cataract surgery details.
Comparison of outcome between diabetic and nondiabetic eyes was not analysed in this paper. 3. Pseudomonas was cultured from the aqueous sample but not the vitreous in 3/5 Pseudomonas isolates. This was a surprising result as vitreous is a better culture medium for bacteria than aqueous; 1 however, cases with a positive aqueous tap and negative vitreous tap have been described. [1] [2] As this study was dependent on individual UK centres providing specific information about endophthalmitis cases, we cannot comment on the vitreous/aqueous sampling technique or sample processing at these centres. 4 . In contrast to several Indian endophthalmitis series, [3] [4] [5] no cases of fungi were isolated in our UK survey. Fungal endophthalmitis following cataract surgery has been described as having a prolonged latency period of weeks to months after intraocular inoculation. 5, 6 For our UK survey, we only included cases diagnosed within 6 weeks of cataract surgery, excluding potential delayed onset cases due to fungal infection. Differences in climate, operating theatre conditions or the sample processing technique may also be important. Information on the antibiotic susceptibility of ocular isolates was not requested for our study. 5. The role of systemic antibiotics in the treatment of endophthalmitis remains unclear. Patients randomised to the intravenous (IV) antibiotic group in the Endophthalmitis Vitrectomy Study (EVS) 7 received ceftazidime and amikacin (oral ciprofloxacin instead of ceftazidime if the patient was allergic to penicillin). There was no statistically significant difference in outcomes between the IV antibiotic group and the control group. Animal studies have shown inadequate intraocular drug levels of amikacin in inflamed, aphakic, vitrectomized eyes following IV treatment. 8 IV vancomycin or cefazolin may provide better Gram-positive coverage in aphakic, inflamed eyes than ceftazidime or amikacin. 9 Therefore, the results of systemic antibiotics in the EVS may not apply to other drug combinations.
